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Program Name
Control over trainees

Total Funding

Number of Trainees

Cost Per Trainee

MANDATORY FUNDING

Medicare GME Payments

The number dfledicaresupported residents
and peresident payment amount is cappec
each hospitdiuthospitals determine staffinc
needs and types of residents with the exce
of certain primary care residents.

FY2015 (est:)
$10.3- $12.5hillion

FY2015 (est.):
85,712- 87,980 FTE (DGME) slots
85,578- 88,416 FTE (IME) slots

FY2015 (est. average):
$112,000- 129,000
per FTE

Medicaid GME Payment

States are permitted to make these payme
using their own criteria to determine which
providersre eligible for payments.

N/A.

N/A The Medicaid program does
not require states to report these
data.

N/A. The Medicaid
program does not
require states to eport
these data.

Teaching Health Centers GME
Payment Program

Funding to applicant teaching health cente
that meet the progr

FY2018:
$126.5 million (est.)

AY2016AY2017:
742 FTE slots
771 total residents trained

N/A.

DISCRETIONARY FUNDING

Veterans Affairs GME Payments

VA facilities determine their staffing needs
the number and type of residents supporte

FY2017:
$1.78 billion

AY2016AY2017:

11,000 FTE slots and

> 43,565 residents spent part of
their training ata VA facility

FY2015 (es):
$137,792/resident
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Program Name

Control over trainees Total Funding Number of Trainees Cost Per Trainee
Children’'s Hospital FY2019: FY2016FY2017 N/A

Program $32%million 58 hospitals receivegayments to

Grant funding award support 7,164 FTE slots

hospitals that meet

requirements.

Department of Defense GME FY2012: FY2017: N/A

Payments $16.5 million 3,983 FTE residents

Divisions of the armed forces determine th
staffing needs and the number and type of
residents supported.

Source: CRS analysis of agency data, including review of various agency budget justification and The Robert Graham Center
program data sourced from CMS Medicare hospital cost report data, and GAO repbytsician Workforce: HHS Needs Better
Information to Compesatsively Evaluate Graduate Medical Education (B/A0Hi@-240, 2018).

Notes: OAY&é=Academi c ye &017 bedan endwdyrh,2016 gnd eomcludzddh Bune 30, 2017.80GME r e c t
graduat e med est=aebtimateFTEOd tuildn wédImente.qui o FY®0dfnidsi craelc ty evierd;i claME Educ
means that the information is not availakbled VA=the Department of Veterans Affairs
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Accountability Office (GAO) estimated that the I

(HHS) administers 72 *Aneoanl g ht hweosrek fporrocger apmso garraemst. h
incsreeaaccess to physician caeowiagge,petapladiagept
care to address identified concerns that there a
number of phy%ician specialists.

Federal programs also exist to redocandemmsd trleatai
the populations that reside in these areas 1ack
designates some areas as medically underserved c
and provides benef iatysme(net. gr.a,t ehsi)g ht eor pMeodvii cdacrres pwh
areéhs .addition to these programs and policies, t
medical residency training (a.k.a., graduate mec
payment sgetnleataldrye madteder absgovatasmenhepays s o m¢
hospitals and other health providers incur when
limited aoadreupgdahdsioas, and tthd dcestts dhadxtrreas i
may order as part of their training.

The federal government makeascaaorsdigmg fticc a@AO,i nGMB
programs accouqutafboersmecladd HHIS hwerckfande GMEpendit
may be aisyrbageapcodeos si mpacause the number of med
who obtain and demplkmimeaes theidemeyof the physic
types of residencies they compilrealel yd,e twhrenrien ep hi ytss
complete theiaffeké¢ésdencthey ofta@Glvehm theirnhHruauen

of residency training on the physician populatio
affect future physician supply and could be usecd

This report provides an overewi ewhedthefre dhe palr t GMRE
of federal GME support is actively wused to furtt

1U.S. Government Accountability Office (GAQHigalth Care Workforce: Comprehensive Planning by HHS Needed
to Meet National Need4.6-17, December 11, 201Bttp://www.gao.goproductsGAO-16-17; hereinafter GAO
Health Workforce Planning Report

2 Department of Health and Human Services, Office of the AssiStecretary for Planning and Evaluati@uijlding
the Nationds He,&Mashihgtog BC, duly @01k f or c e

3 lbid. See also, U.S. Department of Health and Human Services, Health Resources and Services Administration

(HRSA), “Shortage Designation: Health Professional Shortage A
http://www.hrsa.gowhortagaéhdex.htm| and U S. Department of Health and Human Services t€srior Medicare

& Medicaid ServicegCMS), “ P hy s i c¢ ihips://mBn.oms.gotedicdreMedicareFee-for-Service
PaymentHPSAPSAPhysicianBonusésdex.html?Pedirect¥hpsapsaphysicianbonuses/

4 GAO Health Workforce Planning Report GAO used data from FY2014 for these cal
include GME obligations incurred to train certaionphysician providers (e.g., nurses and allied health professionals);

however, expenses incurredtotraingpoh y s i ci an providers comprise approximately
obligations.

5 For example, one study found that more than halhg&jzians who complete their residency in family medicine (a
type of primary care) practice within 100 miles of where they trained. See E. Blake FagafVigedtjon After

Family Medicine Residency: 56% of Graduates Practices Within 100 Miles of Ag&idimerican Family Physician
vol. 88, no. 10 (November 15, 2013), p. 704.
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Selected GME Definitions

Medical Resident: An individual who has completed medical school and is initrg to become a licensed
physician. Residents generally train in a specialty for three to five years (although some specialties require
preliminary year of general medical training before specialty training commences). Obtaining a medical resi
competitive; medical students in their final year apply to residency programs in a particular location and spe
Medical residents are paid a salary during residency, but this salary is generally a fraction of what they will
after completing theiresidency.

Primary Care Residents: Generally refers to physicians who are in training in family medicine, internal
medicine, and pediatrics. Other definitions may also include geriatrics and obstetrics and gynecology.

Specialty Residents: Physicians whare in training in, a medical specialty that is not considered primary car
(e.g., anesthesiology).

8 Ibid.
‘For example, Medicare’s GME p abpsedtmining ofdentists,ipediatistse d t o suppor
nurses, and some allied health professionals.

8 GAO, Graduate Medical Education: Trends in Training and Student Ded88R, May 4, 2009; hereinaft€sAO
GME Report

°Sarah E. Brotherton and Syl via -201 Juriakofthe Arhdican Medieak ¢ Me di c a l
Associationvol. 318, no. 23 (December 19, 2017), pp. 22387.

101bid.
11 GAO GME Report

12The Accreditation Council for Graduate Medical Education (ACGME) accredits the majority of residency programs;

the remaining programs are accredited by the American Osteopathic Association (AOA). The two organizations are

transitioningto asingleaccreda t i on s ystem. See “SingApep rAocvcerde dPirtoagtriaoms ,S"y satte
http://www.acgme.orgicgmeweb/l n A CGME’ s Ac a d2018 Databook, they repoftetl dccrediting a

total of 11,214 progras (some programs may still be accredited by the AOA and some programs may be jointly

accredited). They reported that the number of accredited programs is increasing, but that this increase is primarily

driven by programs formerly accredited by AOA seekh@GME accreditation. ACGMHEData Resource Book:

Academic Year 2012018 Chicago, IL, 2018, pp. 112.
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Fellows: Physicians who have completed an initial residency in primary care or a specialty and are pursuin
additional specialty training. For examplejr@prnal medicine resident who pursues additional training in
cardiology would be considered to be a cardiology fellow.

Initial Residency Period (IRP): The minimum number of years required for a resident to become beard
eligible in the specialty in whithe resident first begins training. The IRP for a specialty is based on the minin
accredited length of a residency program, as determined by the Accreditation Council for Graduate Medical
Education (ACGME) and the American Osteopathic Association (AQ&A)e e al so entry f o
Programéd) .

Board -Eligible: A physician who has completed the requirements for admission to a medical specialty boar
has not passed the required board examination. For example, a resident must completgdarseof taining in
an internal medicine residency program to be eligible for certification by the American Board of Internal Me

Teaching Hospital : A hospital that offers one or more accredited residency (or fellowship) programs; and is
therefore, eligibldgo receive GME payments from federal programs. Teaching hospitals are often affiliated w
medical school.

Accredited Program: A residency or fellowship program that meets certain standards set by the accreditin
body (ACGME or the AOA). The two systesnare merging to create a single accreditation system that should
fully in effect in 2020.

Academic Year (AY): The year beginning July 1when residents either begin their training or move up to th
next year within their training. For exampl&yY2018-AY2019began on July 1, 28 Andwill end on June 30, 2019

Source: Associ ation of American Medical Otps/iwevgaamc.orgd T
download688064atafoad-doctor.pdf Associ ation of American Medica
Graduate Medical Education: What Every Medical
https://members.aamc.osyeblipload/
Medicare%20Payments%20for%20Graduate%20Medical%20Education%20Ra1Sipdh Association of
Collegeso f Ost eopathic Medi ci ne http:dwsviv.aagdmergidwsandegettssinglet i
gneMedi care Payment Advi s ReporttoCongrass: émprowing ldcentivesiimtiee 2
Medicare ProgramChapter 1, ahttp://www.medpac.godbcumentsieports/Jun09_Ch01.pdfrsnH; and 42
U.S.C. 293I=1(f)(2).

13 Federal funds are not the only source available for GME. For example, state and local gosemuiepiy for

GME and hospitals could use their eaue for GME. Data are not available on the full amount expended for GME

(i.e., no data exist that aggregate the cost paid for GME by the federal government and other payers).
14 Committee on the Governance and Financing of Graduate Medical Educatiod;ddddealth Care Services;

Federal Role in GME

The federal government makes sigmwiafriicoamst i1investr
progthmsFY2012, the last year of data available
the federal government spent an estimated $15 bi
investment in théMbealtbcehyedddobhbkdid@GAOefound t ha
programs administered by the Department of Healdt
Department of Veterans Affairs (VA) spent $14.5
anal yze Department of cDhe,fexb®ble2 GrMEmasipresn dti hneg . maAsst s
total federal GME esti@AQOe foUhlwghhhhgaovi d@®hé@nte st
health workforce funding was for GME; with Medic

Institute of MedicineGr aduat e Medi cal Education TddalilEdelreBonadd t he Nati onod:

Berwick, and Gail Wilensky (Washington, DC: National Academies Press, 2014); herei2@f#eiOM GME Report

and GAO,Health Care Workforce: Federally Funded Training Programs in Fiscal Year, 28209R, August 15,

2013; hereinafteiGAO Health Care Workforce Repofth e 1T OM’ s est i mates are for

physici a

fellowship training.This report uses data from miple years because more recent data are available for some, but not

all, GME programs.
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fundiSngni l arly, a GAO analysis of HHS programs i1
health workforce proguwarmtser sbuaf tahlalt snpeeamrdiyn g hw aesc
GME payfments.

The federal government supports GME:

T through paymeMetdsi cnrardee abnyd tMieedi caid progr ams,
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HHS ;

T by training medical residents at Department
Department of Defense (DOD) facilities:;

T and by funsdiadmipmiosgtiscarthbeda Ibtyh HRHeSs our ces and Se
Administration (HRSA) t hiant osuutpppaotrite nptr ifmacriyl ict
rural GME progandn deaiech Ssp gheanshp ictha 1l sd.r e n

federad pgowvmanwmenoeleen ians GMB ahyaesr .b I n t his 1o
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ause, with some exceptions, the federal gover
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estments, such as phwysisdimemtpr onaidédet v Whasa w
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15 GAO Health Care Workforce Repopp. 5.
16 GAO Health Workforce Planning Report.

17 Generally, the federal government leaves the content of training to the accrediting bodies. However, federal advisory
groups have made recommendations on topics to add to training, and the federal government awards grants for certain
types of training exgriences. As examples, the Council on Graduate Medical Education (COGME) has recommended
that medical residents learn how to work in a medical home model (see, for example, CU@®NRBle of Graduate

Medical Education in the New Health Care Paradjdiwerty Second Report, Rockville, MD, November 2014,
http://www.hrsa.goddvisorycommitteebhpradvisory¢ogmeReports?22report.pdf, and HRSA awards grants for

training in geriatrics (selettp://bhpr.hrsa.gogtantsgeriatricsalliedhealtiidex.htm).

18 The Medicare Payment Advisory Commission (MedPAC) June Ré8ort to Congressmproving Incentives in

the Medicare ProgranChapter 1, abttp://www.medpac.goehaptersJun09_Ch01.pdhereafter2009 MedPAC

Repot GAO also noted that Me dked i otker workferae prpgsams ancdhdid nathdle wa s no't
the oversight and infrastructure to track the outcome of its GME investmen@GAs§keélealth Workforce Planning

Report

19 Estimates based on CRS analysis of FY2015 Medicare hospital cost report datataed teghe CMS Healthcare

Cost Report Information System; figures reported by GRKYsician Workforce: HHS Needs Better Information to

Comprehensively Evaluate Graduate Medical Education Fund@#dgd-18-240, 2018, p. 5thttps://www.gao.gov/
assets/00690581.pdfherein after, GAO 2018 GME Information; and CRS analysis of Medicare costbesed

data published by The Robert Graham Ceffigps://www.grahartenter.orgigc/mapsdatatoolsdatatables/

gme.html Al so, see “Different Estimates of Mledidar€a rsee cGNBb nP ay me 1
of this report.

XFor more information on Medicare GME limits, see “Medicar

Congressional Research Service R44376 - VERSION 6 - UPDATED 4
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number and types of residents 1in training. I n ac
and receive Medica’*e payment for doing so.

Some argue ¢t hmad¢ slMémlinte psrheoul d be mptredldmddsy or ful
physician shortagaeasedmn ardtmddAngae Mganbgdisa lotfi e s .
Congress have introduc?®dtHergs simguiont hdtate wpad di
support, unless done mmpdewapythbhapliscidiyecalil oe;
hospitals in specific gevgrfiphdcraeastcdeneytpogiir
specialwtomdd not address identified workforce 1is:
areastocipgap?PGMmMdral scarfecund that although there
Medicare and other programs to increase training
advantag? of the

GME Policy and Health Workfor

The federmtt gwppomtime wor kforce data collection a
addition, researchers and advoZ@®Suchk dadtso arod 1 ect
necessary 1inpubtust faorre GGME psoulfifciyci ent . Detyer mi nin
is inherently challenging because training a ne:yv
to change the physician workforce through c¢change
good initial data to pr ojsecptr otchees sf uotfu rper onjeeecdt ifoonr

21 GAO, Physician Workforce: Locations and Types of GradJagening Were Largely Unchanged, and Federal
Efforts May Not Be Sufficient to Meet Neeti5411, May 25, 2017.

2Bar bar a @ the TWaching Health Center Graduate Medical Education Program a Model for GME
Reform? Journal of Graduate Medical Eduicat, vol. 10, no. 2 (April 2018), pp. 16857.

BEdward SalW®bS8rgResidétnegcy“Training Before Jaundlofthé t er the 19
American Medical Associatiprol. 300, no. 10 (September 10, 2008), pp. 11740.

24 For exampe, the Association of American Medical Colleges (AAMC), the organization that represents medical

schools and teaching hospitals, has argued that the Medicare GME cap is detrimental to medical training and leads to
geographic and specialty shortages. SAMAC, “Me di car e Re 9 ih@ps:hwmwvw.damaorgf s ( * Cap s’
advocacygme/71178gme_gme0012.html

25 For example, in the 1¥5Congress, legislation has been introduced thatdvexpand Medicare GME support, see,
for exampleH.R. 2267 S. 1301 H.R. 284andH.R. 6056

%3ee, for example, discussion in Edward S. Salsberg, “Is t
Recommendations of the Institute of Medicine Committee on the Governance and Financing of Graduate Medical
E d u ¢ a Adademic Medicinevol. 90, no 9 (September 2015), pp-51

2T GAO, Locations and Types of Graduate Training Were Largely Unchanged, and Federal Efforts May Not Be
Sufficient to Meet Need$7-411, May 25, 2017.

28 See, for example, National Center for Health Workforce Analysis, HR&#ibution of U.S. Health Care

Providers Residing in Rural and Urban Are&ockville, MD, October 201ttp://bhpr.hrsa.gotealthworkforce/
supplydemandichwafactshet.pdf In addition, private organizations such as the American Medical Association collect
data on the number of physicians.
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PHRSA, Bureau of Health Workforce, Health Workforce Analys:
Care Practitioners Toru gh 202 0: I n B r http:/fbhpt.hrsh.gowealihwoekiorceupplydemand/
usworkforceprimarycarehdex.html

30 CRS In Focus IF10322Jedicaid Primer

31 Congressional Budget OfficRepealing the Individual Health Insurance Mandate: An Updated Estimate
Washington, DC, November 201tps://www.cbo.gosystemfilesXile=115th-congress20172018feportsb3306
individualmandate.pdind Congressional Budget Offidéederal Subsidies for Insurance Coverage for People Under
Age 65: 2018 to 2028, May 2018ttps://www.cbo.gowystemfiles/115thcongress20172018feportsb3826
healthinsurancecoverage.pdf

2HRSA, Bureau of Health Workforce, Health Workforce Analys;
Care Practitioners Thr ou ghitp:/blipehisa.gohealthidikforeefupplydemand/ e mber 201 3,
usworkforceprimarycarehdex.html

33Tim Dall et al.,2017 Update: The Complexities of Physician Supply and Demand: Projections from 2015,to 2020
IHS Markit Prepared for the AssociatiohAmerican Medical Colleges, Final Report, Washington, DC, February 28,
2017.

34 David I. Auerbach et al\lew Approaches for Delivering Primary Care Could Reduce Predicted Physician
Shortages, Research HighlighiRand Corporation, Research Briefs RB97821 3, http://www.rand.orgdubs/
research_brief®B9752.html
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Medicare

Medicare is by far t he*Meadrigceasrte sboeugracne soufp pME isnugr
the program was ensatcateedd itnh alt9 6e5d u Caotnigamreasls act i vi

%In FY2017, there were 6,900 areas designated as having a |
FY2017 Nation ” https://data.hrsa.godétafact-sheets

36 GAO, Locations and Types of Graduate Training Were Largely Unchanged, and Federal Efforts May Not Be
Sufficient to Meet Need$7-411, May 25, 2017.

37 See for example, simulations undertaken using the FutureDocs Forecasting tool. Emily K. Tierney et al.,
FutureDocs: Nation Has Enough Physicians to Meet the Nat®werall Needd For Now. Distribution to Worsen

The Cecil C. Sheps Center for Health $&¥s Research, The University of North Carolina at Chapel Hill, Issue Brief
#1, Chapel HIll, NC, April 26, 2017.

38 This uncertainty was one of the major reasons that the IOM did not recommend increasing the amount of GME

funding; se€?014 IOMGME ReporOt her s have also argued that because not al
Medicaid expansion, more local projections may be required because the need for physicians (and other health

services) varies by area. See Rob Cunningl@imallenges of Forecasty Physician Workforce Needs Amid Delivery

System TransformatipiNational Health Policy Forum, Issue Brief No. 851, Washington, DC, September 29, 2015.

39 GAO, Health Care Workforce: Comprehensive Planning by HHS Needed to Meet National NeEdsDecerber
11, 2015http://lwww.gao.goydroductsGAO-16-17 and GAO 2018 GME Information.

40 For exampleseeCRS Report R4357Federal Student LoaRorgiveness and Loan Repayment PrograansiCRS
Report R44970The National Health Service Corps

41 GAO Health Workforce Planning Repofthis estimate includes support for other health professiommide
physicians; however, support for physicians is the largest component of GME.

42 TheMedicareprogram is a federal program that pays for covered health care services for qualified beneficiaries.
Medicare beneficiaries aredividuals aged 65 and ovengdividuals receiving Social Security Disability Insurance
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of care at a medical inststshoohdahd bhenefbye Me

appropri*thte extent

Medipapopwides fundi ffigt sf 0erh aGMEs,t sp.a yMendgi care provid
payments based on a number o0§ fiabmeoresquiivmmdlemdi o g

residertver , HMedi care GME funding 1is mnot tied

mi teadp fod.

Different Estimates of Medicare GME Payments and FTEs

CMS does not publish estimates of Medicare GME payments and the FTEs supported by such payments. 1
estimates presented in this report are from n@®@MS sources, including CRS. Estimates included in this repor
calculated using CM&ublished cost repdrdata. However, the estimates in this report differ by source. And th
differencesare due to both known and unknown variations in the purpose and methodology used to calculat
these estimates. For example, some of the difference between the GAO and €iR&tes is due to the kinds of
hospitals included in the analysis (e.g., CRS excluded Inpatient Psychiatric Facilities (IPFs) and Inpatient
Rehabilitation Facilities (IRFs), GAO included these types of hospitals). However, even when accounting fo
methodological decisions, estimates gliffered CRS was unable to determine all of the reasons for the
differencedn estimates.

The rangs contained in this reporteire based on three estimates of FY2015 Medicare GME payraedt§TES
One estimate is alculatedand publishetty GAO using CMS datgsee GAG18-240, 2018https://www.gao.gov/
assets700690581.pdf A second estimate is based on CRS calculation of GME data published by the Rober
Graham Center, a policy research center that provides ysislfor physicians and the American Academy of
Family Physicianshe Graham Center publishes Medicare GME payment and FTE data tables by farspéeah
fiscal year; thisdataamour ced fr om CMSO6s MElHe thirdeastenate iv caltulateceby OR:
using CM$ublished hospital cost report datfiable 1 containsthe three dollar and FTEstimaes and Table
B-1inAppendixB cont ai ns the ranges based on these thre

CMS has not traditionally considered ®ts role

t o
esidents may occupy one FTE because not all tir
pent at facilities operatedImy FYRddVAiwmatvtled mdt
hat Medicare providedngaomvappltbxGMEtphymS&doOs 3r
il¥Meodhicare GME payments are made under two dis
ducation payments (DGME) madt s nldndbErg tt hmeesdei ctawo ¢
ayment methods, the number of FTE residents tha
i

t

Speci fixcalplty.,f or rseogmei rsetraetnuttsorrye 1 a“t edi s 8rt hat ade
GME sfloort spr i mafrorpams el pngopul a€MB gengrabhycdace

benefits, and individuals with erslage renal disease (i.e., permanent kidney failkm)more information on the
Medicare Program, s€eRS Report R4042%/edicare Primer

43U.S. Congress, House Committee on Ways and M&awsal Security Amendments of 1988" Cong., F sess.,
March 29, 1965, House Report No. 213 (Washington: GPO, 1965), p. 32.

44 This range is based on three estimates &A% Medicare GME payments. One estimate is calculated and

published by GAO (GAEL8-240, 2018https://www.gao.godssets/00690581.pdf. A second estimate is based on

CRS calculation of GME payent data published by the Robert Graham Center, a policy research center that provides
analysis for physicians and the American Academy of Family Physicians. A third estimate is calculated by CRS using
CMS-published hospital cost report daGRS analyze®Y2015 Medicare hospital cost report data as reported to

CMS’s Healthcare Cost Report Information System. This figu

payment adjustments for psychiatric hospitals and rehabilitation hospitals that opetategtpeograms since the bulk
of Medicare GME payments and the Medicare GME policies described in this report apply to general acute care
hospitals that are paid under the Medicare inpatient prospective payment system (IPPS).

4%SeeTheGr aham Center, “GME Table User Kitpsi/dwewgrmmath Frequently
center.orgtontenttlamigc/documentshapsdatatoolsgme_teaching_hospitalBMEtablesuserguide.pdf
®Me dPAC, in its 2009 report, noted that despite Medicare

affect changes in medical education or the workforce. See Me@gBE, pp. 19.
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training in 1996; in other words, each hospital
positiong Medslatrse® twoharl d fund.

Sl ots may be occupied by residents or fellows. S
resident or fellow because residents or fellows
facilities, or doing resematchc o wmtrei da gb yt htelsee st p anr
hospital. Residents may not be counted simultane
progrtrlams.

Thicsa’pn the number of FTE residents Medicare wil
hos piHtoawle ver, the eMpdisanetpabwvolaseGME funding
that previously did-—=w®att hkavaewd yi comaesyt rprcd gda thso
hospitals that devebhog nhw GMEioapgiprogtamalcul
impl emented ubnitnigl ptrhdegd mdétwsynt eaa .ct he Medicare cap w

47U.S.C. 8395ww(h) Generally, the federal government leaves the content of training to the accrediting bodies.
However, federal advisory groups have made recommendations on topics to add to training, and the federal government
awards grarstfor certain types of training experiences. As examples, the COGME has recommended that medical
residents learn how to work in a medical home model (see, for example, CO®GRIRple of Graduate Medical

Education in the New Health Care Paradigiiwenty Seond Report, Rockville, MD, November 2014,
http://www.hrsa.goddvisorycommitteebhpradvisory¢ogmeReports22report.pdf, and the HRSA awards grants for

training in geriatrics (sekttp://bhpr.hrsa.gogtantsgeriatricsalliedhealtiidex.htm).Seealso,GAO Health

Workforce Planning Report.

48 CMS gathers resident and specialta from teaching hospitals using the Intern and Resident Information System
(IRIS). SeeGAO 2018 GME Information

49 AAMC, Medical Education and Residency Issu@snsensus Statement on Physician Workforce, March 3, 1997.

50 The Medicare allopathic andiopathic resident limit does not apply to critical access hospitals (small rural
hospitals with no more than 25 inpatient beds), which are reimbursed for GME based on 101% of the reasonable costs
incurred.

51 AAMC, Medicare Payments for Graduate Medicalugation: What Every Medical Student, Resident, and Advisor
Needs to KnowJanuary 2013.

52 The Medicare cap does not preclisspitalsfrom training residents beyond the FTE slots cappader Medicare
based on 1996 levels using other funding

53 The Medicare cap for new residency training programs is based on the sum of the products of the highest number of

FTE residents in any program year during the fifth year of
which residents are expedtto complete the program based on the minimum accredited length for each type of

program. For more information on the cap for nealgated training programs, see 42 CFR 413.79(e).
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Table 1. Estimates of Medicare Graduate Medical Education Payments and FTEs

Supported, FY2015

Medicare GME Payments

Medicare GME FTEs 2

Source DGME IME Total DGME IME
CRS $3,682,896,679 $7,380,498,587 $11,063,395,226 85,712 85,578
GAO $3,709,961,953 $6,624,556,072 $10,334,518,025 87,980 88,416
Graham $3,722,246,061 $8,738,082,792 $12,460,328,853 111,160 (only presented a
Center a total)

Source: CRS analysis Y2015 Medicare hospital cost report data as reported to tiMSHealthcare Cost

Report Information Systeniigures published b AO, Physician Workforce: HM&:ds Better Information to
Comprehensively Evaluate Graduate Medical Educatio(GAMeiB8e40, 2018)https://www.gao.goassets/
700690581.pdfand CRSalculation usinyledicare GME data published Blge Robert Graham Center,
https://www.grahantenter.orgfgcimapsdatatools/datatablesgyme.htmlTh e Gr aham <testategr &6 s
that the GME data table they publish is sourced from CMS cost report data.

Notes: The differences in dollar and FTE estimates between the three sources in this table are due to both
known and unknown variations in the purpose and methodology used to atddhiese estimates$:or additional
Esti mates of NhehkoVedicarése@Gionbftiisay ment s and

information, ®e0o Di f f er ent
report.

FTEs=FullTime Equivalents; GME=Graduate Medical Education; DGME=Direct Graduate Medical Education;
IME=Indirect Medical Education; CRS=Congressional Research Service; GAO=Government Accountability

Office.

a. DGME and IME FTEs are not unduplicated, therefarttal is not included.

Medi care DGME
In FY2Me5dicar$ed

Payment s

i8lolvii de di n DG

supporting 8a5p,pFrlobx irnea¥tMedldynd asr. e

ME payments to
DGME payment s

54 Edward Salsberg et af'l).S. Residency Training Before and After th®@1®Balanced Budget A¢tJournal of the
Anerican Medical Associatigrvol. 300, no. 10 (September 10, 2008), pp. 11780 andSAO, Locations and Types
of Graduate Training Were Largely Unchanged, and Federal Efforts May Not Be Sufficient to MeeiGwéads-

411, May 25, 2017.

Bar bar a the Taching Health Center Graduate Medical Education Program a Model for GME
Reform? Journal of Graduate Medical Educatipwol. 10, no. 2 (April 2018), pp. 16567.

56 For example, GAO estimates that under ACA-authorized, onéime redistribution of unused slots, 599 unused
IME and 692 unused DGME resident FTEs were transferred to approximately 51 other hospitals, effective July 1, 2011.
For more information about Medicare GME slot redistribution prograeeh t t p s : /' / WwWWwW. ¢ ms
Me di Me d e & a-f eSre r WwPiacyemAat /! e [ n p PEMEnh PR /

57 These figures reflect CR&lculated estimateBor additional information about different sources of GME payments
and FTE s Different Estimatesof Medicare GME Payments and PFTES ¢ x t ®™Medicard ns ¢ bei & n
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this report, and’able 1 andTable B-1 in Appendix B.

58 Some operators of GME programs contend that DGME costs are too low and do not reflect the direct eosts that

hospital incurs when operating a residency progfean.example, one hospital president estimated that DGME was

nearly $40,000 too low peesident peyear and that IME payments were used to (among other things) offset the

DGME underpayment. See Marc L. Bloofgraduate Medical Educationipstitute of Med ¢ i ne, “Under st anding
Costs and Financing of GME, ” httgd/ienhnatiopalacademiesior@hedelbites/ e mber 2 0,
Activity%20FilesWWorkforceGMEGovFinance012DEC-19/Boom.pdf The AAMC also analyzed FY2009 Medicare

hospitalcost reports and noted that DGME payments reimbursed less thauaner of the total direct costs incurred

by the teaching hodail. See U.S. Congress, Senate Committee on Health, Education, Labor, and Pensions,

Subcommittee on Primary Health and Agi@, Million New Patients and 11 Months to Go: Who Will Provide Their

Primary Care? Statement for the Record by the AssociatioAmierican Medical Colleges, 19€ong., ¥ sess.,

January 29, 2013, p.2.

59 Following the enactment of the Consolidated Omnibus Budget Reconciliation Act ofA.989%272), Medicare

DGME payments would notbeopenrn d ed but based on the hospital’s DGME cos't
hospitals), updated for inflation each ydéa hospital did not have an approved medical residency training program or

did not paticipate in Medicare during the base period, therpers i dent amount is established ba
during the first year that the hospital participates in Medicare and the residents who are on duty during the first month

of that period.

60 The 14% reduction for inpatient days associated with beneficiaries enrolled in Medicare Part C reflects Medicare
expenditures that are carved out to make payments to hospitals operating approved nursing or allied health education
programs. The nursing andiall health education program and funding mechanisrawgh®rized by section 541(b) of

the Medicare, Medicaid, and SCHIP Balanced Budget Refinement Act of P999106113).
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Figure 1. Medicare DGME Payment Formula

DGME _ Total Approved X Medicare
Payment - DGME Amount Patient Load
Adjusted Per Medicare Medicare
Rolling Resident Part A Part C
Average | X A t Inpatient Days Inpatient Days
FTE Count motn - 7 X 86%
Total Inpatient Total Inpatient

Days Days

Source: CRS analysis of Title XVIII of the Social Security Act (SSA) and relevant regulations.
Note: The adjusted rolling average FTE count is subject to the GME cap.
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61 These figures reflect CR&lculated estimates. For additional information about different sources of GME payments
and F TE s Differert Estimatesof Medicare GME Payments and PTES ¢ xt Medicard ns ¢ bei §n o f
this report, and’able 1 andTable B-1 in Appendix B.

62|n contrast to research theuggests DGME payments do not adequately cover direct Med®AC, among others,
contends that IME payments are too high and estimates that IME paymemsudyawice the amount that can be
empirically justifiedFor more information, see MedPAReport to the Congress: Medicare Payment Politgrch
2007, p.45http://www.medpac.govliocumentseportsMar07_Ch02a.pd&fvrsn=0 and MedPACReport to the
Congress: Medicare Payment Policy, March 2Mit6p://www.medpac.godocstiefaultsourcefeportsinarch2016
reportto-the-congressnedicarepaymenipolicy.pdfafvrsn=0.

63 See Section 1886(d)(5)(B) of the Social Security Act.
64 Medicare IPPS payments consist of two components, one dovgpital operating costsprimarily labor and

supply costs-the other covers capital costs such as costs for depreciation, interest, rent, and-piapedtynsurance
and taxes.
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IME operating adjustment formula. Theraddition c
I PPS oper atpadg sacnhda rcgaep iptaaylme nt s '8 md Mt paym€f he st s

Figure 2. Medicare IME Operating and Capital Adjustment Formulas

IME Operating IME Capital
Adjustment = 1.35 X ((1+IRB) **"~1) Adjustment

Source: CRS analysis of Title XVIII and relevant regulations.

Notes: IRB= an intern and resideiiv-bed (IRB) ratio and RADC= residents-average daily census ratio. Both
the IRB and RADC are subject to the GME cap. Other limits and restrictions to the formula may apply.

{E‘ 0.2822 x RADC __ '”
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65 Medicaid is a meantested entitlement program that finances the deligéprimary and acute medical services, as
well as longterm services and supports. For more information about the Medicaid progradik Sdeeport R43357,
Medicaid: An Overview

66 Tim M. HendersonMedicaid Graduate Medical Education Payments: ASifite SurveyAAMC, 2016.

67 While no federal guidance speaks to Medicaid GME payments, federal regulations specify upper paitsient
(UPLs)for Medicaid payments to hospitaishich prohibit using fedat matching funds for Medicaid fder-service
payments in excess of what would have been paidruviddicare payment principles (42 C.F.R. 447.272). Also, states
are allowed to include Medicaid GME payments in managed care capitation payments (4238B)R. 4

68 Under the fedor-service delivery system, health care providers are paid by the state Medicaid program for each
service provided to a Medicaid enrollee. Under the managed care delivery system, Medicaid enrollees get most or all of
their serviceshrough an organization under contract with the state.

69 States submit the CM6&4 form to the Centers for Medicare & Medicaid Services on a quarterly basis, and the CMS
64 form is a statement of expenditures for which states are entitled to federaliMattitzhing funds. States are

required to provide supporting documentation for total Medicaid expenditures.

O Tim M. HendersonMedicaid Graduate Medical Education Payments: ASiite SurveyAAMC, 2016.

"L GAO, Physician Workforce HHS Needs Better Infotimato Comprehensively Evaluate Graduate Medical
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Ta b2Aseh o wd ntfloe mati on about Medicaid GME payments
similar timeframe (i.e., feder@dThef iGMdatyazar 20
repoonk¥dS GME payments, while the AAMC and GAO d
paymémtduding both FFS a%hd managed care payment s

Table 2. Medicaid GME Payments Data from Different Sources

Number of States with Medicaid
GME Payments Amount of Medicaid GME Payments
Managed Managed

Source FFS Care Total FFS Care Total
CMS-64 Data 31 states NA 31 states  $1.6 billion NA NA
(FY2015)a
AAMC Medicaid 41 states 26 states 43 states NA NA $4.3 billion
Survey (SFY2015)b
GAO GME 44 states 20 states 45 states NA NA $4.2 billion
Report (SFY2015)¢

Source: Congressional Research Service (CRS) analysis of Centers for Medicare & Medicaid Services, FY2015
CMS64 data, as of December 1, 2016; Tim M. Henderddadicaid Graduate Medical Education Payments: A 50

State Survepssociation of American Medical Coliesg 2016; and U.S. Government Accountability Office,

Physician Workforce HHS Needs Better Information to Comprehensively Evaluate Graduate Medical Education Funding
GAO-18-240, March 2018.

Notes: The District of Columbia is counted as a state. The amoufit&§ME payments are total funds, which
include both the federal and state share of the Medicaid GME payments.

AAMC = Association of American Medical Colleges; FFS =féreservice; FY = Fiscal year; GAO =
Government Accountability Office; NA = Not avallle; SFY = State fiscal year

a. Forthe CMS64 data, the Medicaid GME payments made through managed care are not disaggregated from
the total managed care expenditures.

b. Six states have AAM@stimated payment amounts or reported data from a different state fiscal year. Also,
six states were unable to report Medicaid GME payments made through FFS versus payments made through
managed care, but were able to report a total Meaid GME payment amount

c. Seventeen states were either (1) unable to report exact payment amounts and only provided estimates or
(2) unable to report any estimate of Medicaid GME payments. States reported the GME data for different
timeframes with 39 statereporting data for SFY2015, four states repiorg data for the 2015 calendar year,
and two states repolingdata for FY2015.

With respect to the number olfabddeho ws twhe¢ hAAMMAi c a
and GAO surveys reported a similar npwintbher of st a
AAMC reporting 43 states for SFY20The a®6MS GAO r et
data differed from the AAMC and GAO data because

Education FundingGAO-18-240, March 2018.

72 For most states, the state fiscal year begins on July 1 and ends on June 30 of the following calendar year, whereas a
federal fiscal year begins on October t &mds on September 30 of the following calendar year.

73 Under riskbased managed care, states contract with managed care organizations (MCOs), which are private health
insurers States usually pay the MCOs on a capitated basis, which means the stqtestipadg pay the MCOs a fixed
monthly rate per enrollee to provide or arrange for most health care services.

74 Tim M. HendersonMedicaid Graduate Medical Education Payments: AJate SurveyAAMC, 2016; and GAO
2018 GME Information.
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GME payment-$64 dheaCMBly included informat:i
AAMC and GAO data reported 41 and 44° state
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AAMC and GAO provided additional information abc
1included -664n d ahtea CMSor 1 nstance, both sources hav
Medicaid GME payments were acdilcarlatmat hSbanleo gyt ad
similar method, whadbkbeidehe¢r patymeas bmessthlaromet he
of total Medicaid rev@Aufcew stodsttss ai pad ifeinte d c
Medicaid™®discharge.

AAMC and GAD irefpormati on about the types of prof
payment s Most states supported training progrart
supported training programs for other, health prc
physician assistants, dentist®, podiatrists, anc
GAO collected informataton aMedaincdacild tGhME ipval yt meenst s
support, which include the salarsi esf aasndmibreinsetfel rt is

ning program, and indirect medical

—

the tra

educa

Depart ment of Veterans Affairs (VA)

Training heal t-h nccalrued ipnrge-ifpehspsi indnsaal f5¢ 4 het VAy
It does so to proveadkthnprndftgquatensuppdaybk
sysfEm. general, each year approximately 43

mi s s i
Kl h an
, 000 1

clinical traininglbyU¥Aafoutnadteidn gp htyhsriocuigahn aFbToFu tr e s i d
at VA Imefdai&ilahi FiY& €917, the VA spent approximately

was 80% of all VA stipend SThppoVA ori midia

SCMS, FY2015 CM$64 data, as of December 1, 2016.

76 Tim M. HendersonMedicaid Graduate Medical Education Payments: ASate SurveyAAMC, 2016; and GAO
2018 GME Information.

TCMS, FY2015 CM$64 data, as of December 1, 2016; Tim M. Henderstadicaid Graduate Medical dtication
Payments: A 5@tate SurveyAAMC, 2016.

8 Tim M. HendersonMedicaid Graduate Medical Education Payments: AJiate SurveyAAMC, 2016; and GAO
2018 GME Information.

Tim M. HendersonMedicaid Graduate Medical Education Payments: ASiite Stvey, AAMC, 2016.

80 Tim M. HendersonMedicaid Graduate Medical Education Payments: ASiate SurveyAAMC, 2016; and GAO
2018 GME Information.

81 GAO 2018 GME Information
8238 U.S.C. §7302.

83 Data provided by Department of Veterans Affairs, Vetetd@alth Administration, Office of Academic Affiliations,
personal communication with CRS on August 4, 2018.

84 1bid.
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85 |bid.

86 The VA may only reimburse an affiliate to cover the cost fordbeationthat amedicalresident serves in a VA
medical facility(Department of Veterans Affairs Veterans Health Administrafibursement Agreement Procedures
for Physician and Dentist ResideslA HANDBOOK 1400.05 August 14, 205

87 The VA is affiliated with 144 of 149allopathic medical schoo(#1Ds) andall osteopathicomedical schod (DOSs).
Data iscurrent foracademicyear 20162017andmaychangerom year to year. Residency positions do not actually
match with VA medical facilities. They match at programs that include the VA medical facility as a panticgei
See als@CRS Report R43587he Veterans Health Administration and Medical Education: In Brief

88 Data provided by Department of Veterans Affairs, Veterans Health Administration, Offfi@@adémic Affiliations,
personal communication with CRS on August 4, 2018.

89 Department of Veterans Affairs, Veterans Health Administralithih Handbook1400.01, December 19, 2012.
90 |bid.

91 CRS Report R43704/eterans Access, Choice, and Accountability Act of 2014 (H.R. 3230; P-L46) By Sidath
Viranga Panangala et aP.L. 114315 and 38 U.S.C. §7302 note.

92 The VA can support partial positions because residents undertake only part of their training at the VA. (Department
of Veterans Affairs, Office of Congressional and Legislative Affaisial communication, July 1, 2015.)
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204.3 allocat e d®Tpoo ssiutpipoonrst weersei dfeinltlse dt.r ai ni ng be
allocated 1é6s7i. 990omsewawWdh p75.2 positions to suppo
AY2017, for a-yemmulatalvVeofhsHtdd.41. The largest n
from internal medicine (191.42) and8 psstactheisa.t ry (
The recently enacted John S. McCain III, Daniel
Maintaining Internal Systems and Str e¢onrgtthheeni ng I
“VA MI SSTONOWR.tL olfShAd icl uded a provision to establ
program for GME Phhanprogramehlasreat.yet been 1in
pilot program will create the medical residency
Choice, and Accountability Act (38 U.S.C.§ 7302
Ser vibcye ,I nodci an Tribes, a feder®al DODgqdalkiflidd, hoa
another facility that the VA Secretary deems app
is required to place no fewerathfiaciDODtresi tHoentt
areas that are deemed underserved by criteria es
pilot program authorizes the VA Secretary to pay
whet her the residewAt flhas lbeegyn Fogi dmned [ tidiaes t h:
programs, the VA will pay for the costs associat
faculty salaries, faculty and resident recruit me
acdi¢ed, and resident educational expenses. Thi s
2024

Health Resources and Services Admini st
The Health Resources and Services Administration
programs’s ®lsladr e GalME program ( CHGME) and the tea
( THCGME) The CHGME program trains both general
while the THCGMEn tawmtimat ireemti dseentttsi ng.d nin primary
addi ttihoemsneg opirnogg i amamsF,Y2 019, HBDA orpercicaitvieodas t o s uprp
GME related Undegrdame fir$§25 mhelaganty peowided,;
public institut iionn ss toaft ehsi gwhietrh epdruienhadriye xcpaarned porro v
supporTh&ME. grants wllsl ofe t'shapsu liecipmwartticeam,s no f un
announcement N%Wn dbeere nt hree Iseeacsoendd pr ogr am, HRSA re
support the Rural Residenocvwi deesvefivtpdiseentt 06 iptrioegsr,a m,
such as rural hospfrtualasl o dH@QHGsgf tax ddceckge bap | ds
FY2018 appropriation hofs S$pRaorgmialnt.t ehntogsuppoks a
programs wherte ar epsoirdei mtns osfpertheir early training
complete their training in a rural area. Prograr
Medicare GME cap, but GAO noted that edd¢ities 1r

93 Office of Academic Affiliationsbriefing to the Commission on Care, October 6, 2015.
9 CRS Report R43587,he Veterans Health Administration and Medical Education: In Brief

95 CRS Report R4539%/A Maintaining Internal Systems and Strengthening Integrated Outside Networks Act of 2018
(VA MISSION Act; P.L.11582)

9 Federally qualified health centers (FQHCs) are often referred to interchangeably with grantees of the federal health
cente program (health centers or community health centerg@sdhre outpatient primary cdoeused facilities that

are located in health professional shortage areas. FQHCs may also operate teaching health centers. For more
information on thestacilities, eCRS Report R4393Federal Health Centers: An Overview

Forprogram details, see discussion of HRSA’PRPL HS5243 th Workfor
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ined through the AHEC and geriatrics program
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Chil Gredos pi t®1l s GME

The Chsi |[Hlaospitals GyMEe n(tC HGMEgr apma i s a discretion:
19%9and most recentl FY20@2Rm.tLh 8 Al ®¥Bbd phognglm recei-
an approphHrSr2zemmi hPF¥2ptBvide dires&rfenancial s
standinys dhid%hdotatdrsain pediatricians and pediatri
created besahowepihialdr¢ypically received 1ittle,
becauMe ds c@GME payments are madMedbasased pataehospo
which is genersalhgspotwahs bhcddsenMedicare benef
65 and over, 1ndi virdiutayl sDirseacbeiilwiftnyg sISnossunrdal ni cBed Tbuei nd
wit hstamgle renal disease (i.e., permanent kidney

At the time the CHGME program was <created, advoc
support for GMEosmitedhlid drmmeded the w@doewkf opment
because’schobgdgrenls, rather than general hospital

98 GAO, Locations and Types of Graduate Training Were Largely Unchanged, and Federal Efforts May Not Be

Sufficient to Meet Need$7-411, May 25, 2017.

®Formor e information, see discussion of HRSA®LsII5R4r al Healt h |
For the FY2019 Rural Training Track funding announcement, see HRSARur al Residency Planning a
Programhttps://bhw.hrsa.gofuindingopportunitieslefault.aspxi@d=bd0f56 1a78b 74053 a06f722afd 17f31

100 |nformation and data about these programs were obtained from HRSt#ication of Estimates forplropriations
Committees, FY2019 Rockville, MD.

101 pyblic Health Service Act (PHSA) §74This authority was also used to fund the Primary Casidency

Expansion (PCRE) in FY2010, which provided support to 504 residents. Funding for this program was available only

in FY2010, and one study found that residency programs that received funds to train additional residents were not able
to keep thesegsitions after the funding period ended. & Me 1 i s s a R o Are melLidited¢Grantst al . ,
Likely to Stimulate Sustained Growth in Primary Care Residency Training? A Study of the Primary Care Residency
Expansion ProgramAcademic Medicinevol. 90,no. 9 (September 2015), pp. 12¥333

102pHSA §768.

103HRSA, Justification of Estimates for Appropriations Committees, FY2019, Rockville, MD.

104 More detailed information about this program, including extensive program data, can be f@R8 Report
R45067Chi | dren6s Hospitals Graduate Medical Education (CHGME)

105 Healthcare Research and Quality Adt1999 P.L. 106129).
8The Chi | dtal GME (€HGNE)payment program is authorized in PHRA4G (42 U.S.C. 256¢)
107p |, 115245

113

108 pHSA 8340E defines achildrenhogpit s as “a hospital with a Medicare payment
from the Medicare inpatient prospective payment system pursuant to section 1886(d)(1)(B)(iii) of the Social Security
Act and its accompanying regulations.?”
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109The American Academyfdediatrics, the major professional association for pediatricians, released a 2000 report

detailing shortages in pediatric subspecialties and calling for additional financial support for training and research. See

Al an Gruskin et aFIOP,E “THi nPaeld i Raetproirct Soufb stpheedPedsalridasvol. s of t he Fu
106, no. 5 (November 2000), pp. 12P244.

W5 ee, for example, the policy positions of the Children’s
Medical Education Progrm O v e rhiips:éwwwy.childrenshospitals.otgsuesandAdvocacyGraduateMedical
EducationlssueBriefs-andReportsChildrensHospitalsGraduateMedicalEducationProgramOverview

111 See discussion iBRS Report R4506Chi | drendés Hospital on(GHGMEU at e Medical Edu
12HRSA, Justification of Estimates for Appropriations Committees, FY2019, Rockville, MD.

1131pid.

114 personal communication, Health Resources and Services Administration, Office of Legislation, June 26, 2015.

57 im Kaufman, “Understanding the Costs and Financing of GM
the Costs and Financing of GME, Washington, DC, December 20, BiZ/iom.nationalacademies.otghedia/
Files/Activity%20FilesWWorkforceGMEGovFinance?012DEC-19/Kaufman.pdf

116 National Academy of Mediciné&Sraduate Medical Education Outcomes and Metricedeedings of a Workshpp

Washington, DC, March 27, 2018.
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The 2013 progtriaann ralasud hiomdlzudes a new authority
bonus system where aspapprecoaprnigeat odnthse peogr wand
hospitals that meet spedcsficobbhgedlimtgyldtdd g dtns .F YT

about CHGME resident involvement in hospital

and social deter minants oabahseeallitnhe) .t oT heesstea bdl ai tsah v
implementatittn in FY2021.

Teaching Health Center GME

HRSA administers the teaching health center GME
payments to outpatient facilities to support the
residents at®Bebesuwusefnesidéeney.trahabpgetihs been,
experts have raised concerns that physicians ar e
settings, where care PUndacrcrtehe i TECGMbepmgg darh,
provides DGME and I ME paywmehntass tfce dewtaka thiceard tt hf acc
FQH®¥t o support the costs associated with reside
FY2011, supporting residentThewhprodbggam hheibet¢na
by direct appropreat soaescecesnagwhidcahwrp:r o(vli)d etdh ef uAnCd
from FHREZDALS; (2) the Medicare Access and CHIP R
provided funding fR.rL AV2I4i3%) atnlde FR2®a 7t (s an Budg
FY20R.8L 1 2035 which provides fun@Thg Mmost FYeOdst an
extension included expanded program funding to t
operating and the number of $#Fablsehewss thported a
progs afounding and number of residents trained si

Table 3.Teaching Health Center Residents and Program Funding

Number of
Residents (Full- Number of
Time Total Number Residency
Equivalents) of Residents Programs
Academic Year Funded Trained Funded Funding Source
20112012 63 N/A 11 ACA2
20122013 143 158 22 ACA2
20132014 327 361 44 ACA2
20142015 556 600 60 ACAa
20152016 660 758 60 MACRA
20162017 742 771 59 MACRA

1I7H R S APRroposed Standards for the Childrelospitals Graduate Miei ¢ a1l Educat i o 8QuRlilyy me n't
Bonus Systeni,83 Federal Registe979629798, June 26, 2018.

118 The program is authoriddn PHSA §340H (42 U.S.C. 256h).
1192009 MedPAC Repart
120 For information about federal health centers, GBS Report R4393Federal Health Centers: An Overview

121Prior to the enactment of the BipaaisBudget Act of 2018, the Teaching Health Center GME program received
temporary funding extension in the Disaster Tax Relief and Airport and Airway Extension Act of2D171663)
andH.R. 1370 Each of these laws provided $15 million for one quarter of FY2018.

122 CRS Report R4513®ipartisanBudget Act of 2018 (P.L. 1483): CHIP, Public Health, Home Visiting, and
Medicaid Provisions in Division .E
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20172018 800 N/A 564 BBA2018
Total 2,623 2,648 i h

Source: CRS Analysis of various years of Budget Justifications from the Health Resources and Services
Administration (HRSA).

Notes: ACA=The Patient Protection and Affordable Care At. 111148 as amended). MACRA= Medicare
Access and CHIP Reauthorization Act of 20P5L(114-10); and BBA 2018= Bipartisan Budget Act of FY2018
(P.L. 115123). N/A=not available

a. ACA provided $230 million for FY201EY2015.
b. MACRA provided $60 million for ez of FY2016-Y2017. The FY2017 amount was reduced to $55.9

million.
c.  Number included in the HRSA FY2019 Budget Justification. This number was esfimated the BBA
2018 enactmenas such, this estimate does nmgibnomhecount for the

increased funding that was included in BBA 2018.
CRS Analysis of HRSA Grants data obtained from http:data.HRSA.gov
BBA 2018 provided $126.5 million for each of FY2018 and FY20109.

f.  Includes thenumber anticipated in 2012018;excluding theseesidents, the program has funded 1,823
residents.

g. Total for years where data are available.

h. Given that medical residency training is a multiyear process, the same program participates in the THCGME
program in multiple years. As such, the data in tHa¢ashould not be summed to obtain a total number of
programs that have participated in the progrdmaddition, some grantees may operate multiple training
program (e.g., a training program in family medicine and another in psychiatry).

HRSA awarMB fTHCdGs to all facilities eligible for
of a teachi®gnhetdtht &g ftulned.sprmugrtame used to su
care residents (defined as residents training 1ir
combined trainingednatimtespnadbmedt ci aer mlnd gynec
dentistry, pediat t?Pa ogamtmiss twey,e @raigle $il1a5t0r, i00s0) .p ¢
ACA fuaddn§95, 000 per FTE uwusing the MACRA fund
there are now more r1residents Thne tprfacigpreanng t han wt
resident funding level under BBA 2018 1is mnot yet
programs by HRSA indicrndsei ddhmnt dthea ctosdchbifng rhaa
$157,602 Jdhi sramodant imsathidg h enr otthhaemr epsrtoigr a ms , i
THGME programs are small, which lessens economie
estimate higher costs f383TFo tdeatienrimign e nt hoeu t cpoastti eonft
THCs, HRSA contgacWaesdhiwngtholGeldni versity to devel
reporting instrument to better reflect the cost:s
The instrument includes both the costs that THCs:s
residentBhoemhk rsadcdme THCs had challenges reportin
informat donmepmro viadmprehensive accounting of cost
federally supp®rt GME progr ams.

123pHSA §749A defines a teaching health center is a community based, ambulatory patient care center that operates a
primary care residency progma The definition explicitly includes federal health centers, community mental health
centers, rural health clinics, facilities operated by the Indian Health Service, and Title X Family Planning clinics.

12442 U.S.C. §293k.

2HRS A, “Cost EsmingmaResi dent Iran ahttpEibhvchhsa.gogitestibtault! t h Center , ”
files/bhwigrantsthc-costingfact-sheet.pdf

126 Marsha Regenstein et dlComprehensive Revenue and Expense Data Collection Methodology for Teaching Health
Centers: A Model for Accountable Graduate Medical Education Finariclogrnal of Graduate Medical Educatipn
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The THCGME program is 1 eqasipeat st oo fc otlHe crte sdiad ean tc
the BBA 2018 included additional idta trae qcuoilrleedc tHi RoSr
repoft) omhe number of patients treated by THC re
treated bymtBBHC arneds i(d3) the number of THC residen
reporting year, and the number and percentage of
practice and (2) entered practiceFanhahlhgatlthd L a
requires the HHS Secretary to submit a report tc
THCs incur while training residents.

The first THCGME ¢ 1 a2 @ Jaé¢so nspulceht, e do uittc otnreasi naisnsgo ciina
prograrne lairnddRyfddr ydat a suggest that the program 1is
who enter primary care and that its graduates ar
safety mnet facilities (sucshpams drhea fRARGAME yp rt oygre
Follupwstudies showed that 69% of all THCGME gr a
primary care setting and 55% were in a'®medicall.

Depart ment of Defense (DOD)

The Depdr tDmdretmse (DOD) trains residents who hav
obligation through a DOD physician training pr og
University of the Yamtdhteh Hecailetnhc ePsr o(fltSsGHSo)n Sc hol

UIYHS students enter active uniformed service as
of an of fli cleeev ealt, tahmyde @irn csuerr vai csee voebnl i gati on upon
the scholarship program, DOYP gptaiypernt diiftarons tamdle 1f te
in civilian medical school s. In return, the stuc
duty service for each yeyaera ro fmibneinmeufn tosb lriegcaetiivoend.,
graduation, mosmt psacrhtolca rpsalnitps p(rroeggrual ar program p
duty and begin GME in military hospitals. Ot her
program participants) are granted deferments whi
In FY2017, DOrDe saiddned mci s tperroeglr ams at 26 DOD hospit
1,455 FTE resident®DOD resirdeddy sprecgrad hsi esr.e ac
ACGME and managed by each respective military s e
wit hi @an viidaching hospitals, where residents r1rota
seen at a ReOsDi heomtpsi tfarlom civilian partner facildi
facilities. DOD exercises contrfakbidbvereshowheypet
train. Specifically, each of the military servic
coordinates with the DOD Comptroller to ensure a

vol. 10, no. 4 (April 2018), ppl571 6 4 a n d B a r blathealeathing H¥3lth Genter Graduate Medical
EducatiorP r o gr am a Mo d e | Jdumal of GrsdiiateRMedical Eduweatiowol. 10, no. 2 (April 2018),
pp. 165167.

127 Asndrew Bazemore et alGraduates of Teaching Health Centers are More Likely t@Hntactice in the Primary
Care Safety NeRobert Graham Center, One Pagers, Washington, DC, November 15h@025yww.grdant
center.orgigcipublicationsreportspublicationsdnepagersghc-graduatesafetynet2015.html

128HRSA, Justification of Estimates for Appropriations Committees, FY2019, Rockville, MD and HRSA, Health
Workforce, “Teaching edialEducation Pregram:eAcademic Year2@ls 1 & , M
https://bhw.hrsa.gositesflefaultfiles/bhwhealthworkforce analyss/iprogramhighlightsTHCGME-program
2017.pdf

129The Uniformed Services University of Health Sciences (USUHS) is a federal health professions academy
administered by the DOD. The statutory authority for USUHS is found in chapter 104 of titlaited $ates Code.

130 Confidential communication from DOD officials, 2018.
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Within the Army, the GME ProgramoiOdtfe cef itnhe¢ hef
The Surgeon General dewvetwvpsepMédryal mODonegpatibao
GME database, serves as the Army primary point o
responsibilities f oltheamuambrewal sspelcad atlitoyn mmar d .o
training program slots are specified in an annue
General of the Army that serves as a blueprint f
(J SGMESB) Thnesbeandatbyvto select trainees for
Within the Air Force, the number and specialty t
Air Force Health Professions Education Requireme
models expdotmegd iadtetnt i fies health care workforce
GME needs The HPERB receives GME training reque
Since Air Force medical billets are fir Fpuemrtly i
commands collaborate with the other services 1in
Within the Navy, the Chief of the Navy Medical
training slots during an annual ®peasonmglpl an me
planners, c¢clinical specialty leaders, and the Of
used in developing the annual Training Plan. Sin
in selections made at the annual JSGMESB.

Becawmsney ®wOD training programs are either integr
collaborate throughout the year to ensure the 1ir
GME process This involves al ihganvien ga dterqauiantienlgy sllac
and diverse patient populations to sustain the t
GME is funded through the annual DOD appropriat:i
account under Operations & Mainteonanwef'yngthapEc
For FY2018, Congress appropriated $692.6 millior
While the GAO estimated in FY2012 hehant | DOBrypent
departments report that aotft eGiMpEt sh atvee ddedttenr minmeu ctct
The military depart men ttso adgor eae vtahlaitd tchael cdualtaat inoenc

avail¥Dbhies. assessment is consiste-PDO®Dwith data c¢o
administered™GME progr ams.

Concludingi Obs er vat

The federal government funds a number of prograr
These programs are operated by different departr
has i1its own stated program moadmd tThe pwdpoes @0 va
support vary. These programs have generally not
and may have goals that are contrary, duplicatiyv
2015 report, GAOhatpsCMMEcpltbgramsedi.e., Medicar
do not target areas that HHS has identified as v

131See PDF pages 1280 athttp://comptroller.defense.gd®brtals45/Documentsdefoudgetly2016/
budget_justificatiorgdfs09_Defense_Health_ProgrebtP_PB16_Vol_ill.pdf.

132 GAO Health Care Workforce Report.

133 Confidential communication from DOD officials, 2018.
134 pid.

135 GAO Health Workforce Planning Report
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goals inclsudetd ait'tlAGHHBI®] areport GAO issted reconf
The CowmndGirladuate Medical Education (COGME), the
examining GME policy, also notedi 291 4dckepdrtalign
cal l &d nfaotri onal strategic plPPam Weorcagemodnmd tley medi
partisan strategfc planning committee.

One of the major challenges for GME policymakers
This lack of program transparency has been a cor
eval u®TnonBe GAOlreport noted above, GAO found ¢t
programs did not collect sufficient @MEa to prorg
investments. This report did not evaluwuate DOD G
identify eaadod mad ionahuate their GME investments
consistency ¥Thdatastodyefoedd among HHS and VA
data collection was generally done at the indivi

determine hospital compliance with program statu
costs. In addition, because the data collected v
program stthactsuet edata were not GA®Dds st tac¢cetthatoscolp
GME data may be difficult because some aspects
quantify (e.g., faculty teaching salaries) and t
bet ween a hospiet arle saindde nat sc Iriontiact ewhfeorr t raining) .
GAO has consistently recommended*Dbhet tRRSAlata col
THCGME supported the development of a data coll e
costs andematveduly greas i denttshe yAss wprawety eodf T HG sp raon

to attempt to identify these data elements (incl
progrQums,jaldy found that most programoesciwetred abl e
with training, but that examiniDgsphe¢er ¢hensee ge
challenges, the data collection instrument becaru
the costs of residencydtbpiantiir apape¢eher facildidt
Al t hough efforts are undtehrewya ya rteo liampgreolvye adta tbae gcic
and are mnot coordinated across programs. As ment
baseline data to devegowmgpmquAsd igar tmeafs urkes dowe lida
standHRSAs sought public comments. In general, th:
generally accepted standards for measuring 7r1esic
accepted measurc sj unhgle rietl adtiifvfe cpurlagrta m™per f or ma

136 GAO Health Workforce Planning Repot.AO’ s c¢ritiques also included nonphysici
and Medicaid GME payment programs.

137 GAO 2018 GME Information.

138 COGME, Towards the Development of a National Strategic Plan for Graduate Medical Edy@afbReport,
Rockville, MD, April 2017.

139 For example, the need for more data was among the recommendations in the 2014 IOM GME Report.
140GAO 2018 GME Information.
141 |pid.

“2Mar s ha Re ge @unprehénsive Revenaeland, Expense Data Collection Methodology for Teldehitiy
Centers: A Model for Accountable Graduate Medical Education Finaficlogrnal of Graduate Medical Educatipn
vol. 10, no. 4 (April 2018), pp. 15764

43lbid. and Bar b dsthe TedchingWealtmCenter Graduate Medical Education Progvéodel for GME
Reform? Journal of Graduate Medical Educatipwol. 10, no. 2 (April 2018), pp. 16567.

M4H R S AProposed Standards for the Childreklospitals Graduate Miei c al Educat i o8QuBllyy ment Progr
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As such, the agency is collecting baseline data,
and is focusing on hospital quality initiatives
in its early stages 1is being undertaken by the 1
input about how to develop metrics to evaluate 1
meeting held in 2017. AlthoughtwdGMEs fam Il aryt imeiarg
are needed, most mnoted that developing and coll e
example, if one of the outcomesasianf ngntpeogsytami s t
graduates pr ovi dheu,t ei twhiest hdeirf fds cparboiglrtabny agtrbardpuraot vei ¢
quality care 1is ddaermeag¢gthal]l tyahmmwhfgr am cpeademsdywhi
in pr®<ome eacademic research has been undertaken
resi daeinciymg foechcet qual ity of care its ré®idents de
Despite progress 1in this area, efforts are gener
The currentovarckl bfordaffar s piefcfiifciuwl tp rfoogrr apms1)i cmyark
seeking to amebdca@MEepdgmaeantse not available to
or weakness of the current payment systems. This
wish to expand paiymeadtdagt dbetchatsedd heixnl stm i ndicat
particul ar ,I MEe dpiagyaneeenhtisg her t han ¢ a*iAsb es uecnhp,i r i ¢ al
some argue that Medicare payments should be redu

Commi ssion oms iFbislciatl y"*Rueys pCoR@ fior mt heir Options fo
De f 1*aintd, in various ’'ybadgisntolfudiheg Paxr epriadpmastal in t
PressdBond@ehers argue that payments should be e x
physicritaafgtesslhaigh such shortages ®hemselves have

gress may consider using federal GME support
may consider doing so by amending how paymer
grasmss ome of these programs (e.g., Medicare a:
spekhepl suBRpoearchers have found that when ho
itnhienyg t end to do so in speci adltiitasBbowhexeec ¢ d e

® 0 0 ap

Bonus Systeni,83 Federal Registe979629798, June 26, 2018.

145 National Academy of Medicin&raduate Medical Education Outcomes and Metrics: Proceedings of a Workshop
Washington, DC, March 27, 2018.

146 David A. Asch et al.fEvaluating Obstetrical Residency® g r a ms Us i ng BAMAIva.802,n@Qut c o mes , ”
12 (September 23, 2009), pp. 12FZ83an d Ca n d i ¢ e SpemdingiPattetns imRegian of Residency Training

and Subsequent Expenditures for Care Provided by Practicing Rhysici f or Me di ¢ JAMA VB.81R2e f i ci ari es
no.22 (December 10, 2014), pp. 238393.

147MedPAC conducted these analysghich have since been used to recommend that IME payments be reduced with
savings used for other needs either within GME or for overall deficit reduction.

148See National Commissiann Fi s cal Responsibility and Reform, “The Mo me:
https://www.fiscalcommission.gavéws/ see recommendation 3.35.

WFor example, CBO i ncl uddodRedunirigshe Pefick:2a®9Y2 8, 'n its “Option
https://ffiles.constantcontact.caadc45cb9201890eaf6b16d4813ace475b2e3c80b16.pdpp. 8688.

0ThePresidnt s budget for FY2019 proposes to consolidate and r
time. Specifically, the proposal would combine Medicare, Medicaid, and CHGME GME spending in 2019 and

redistribute these funds to hospitals based onthémnum of residents that the hospital tr
existing Medicare or CHGME cap) and the proportion of the
beneficiaries. This amount would increase for inflation over time, less than 1%lgn8eal HRSA, Justification of

Estimates for Appropriations Committees, FY2019, Rockville, MD, p. 149.

151 For example, in the 1¥5Congress, legislation has been introduced that would expand GME s(gggoH.R.
1667 H.R. 2267 S. 130).

125 e e di s cGMVEPdlieyand Health“Workforce Ddta s e ct i on .
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the cost i t1%8
Current

an 1nece

f their training (i.¢e., is profitat
ta collected on federal programs make

n ve (efegder aal pparyongmatm)f rtoom caper ate a 71 eS8
profitab for a hospital ™™Recetmaimeseardantfouwidt
may be ¢ aper for a hospital to use resident s ¢
replace resident labor and that the WWutcomes pro

Congress <could
h aisn t 8T hpeasset .o p
given to the ho
may miss T1eside

rsue policy options totencour ag
ons have hetaalwaymncbatnvescaete
ital and often measure the spec
s wile scihgomisreg tpoo Isiucbisepse cti oa 1ai fzfee. ¢
composition of mahy Heaetalrsco woh&klfloeamrgi ng, because
di fferent hospital to pur stuievefsurarhee rgitbremti ntion gt, h et
not to arneds ibdeecnatuss,e current specialty mneeds, shor

A rteelda challenge is that currently mosst federal

across specialties and by year of training (witel
that ashoepitaf training a rebydehe wmegrdit héerth
is in training. The relative cost toaayhdbgpit al
number of factors, such as the si1ze of the r1esic
total numberogfamsesildencyhp hospital operates, a
alternative providers who Wsoulladb obre. nReeesdiedde nttos rnear
generate revenue for a hospital direcddysde. g.,
indirectly (e.g., because the prestige of a teac
patients) . Deodgsmounidgthadgsexist, 1s challenging
GME progreanth spamamy under compleen siant eo tah ehro scpaisteasl pwho g
may exceedstb®®GhAOspitempted to examine the cost

153 Edward Salsberg et af'l).S. Residency Training Before and After the 1997 Balanced BudgétJactnd of the

American Medical Associatiprol. 300, no. 10 (Sépmber 10, 2008), pp. 117141 8 0 and Bar lsthe a O. Wynn,
Teaching Health Center Graduate Medical Education Program a Model for GME Refaumf?al of Graduate

Medical Educationvol. 10, no2 (April 2018), pp. 165.67.

4A 2013 report by MedPAC examined this issue; see MedPAC,
The m?” Se p twawmmedpac.@odocuingntsiontractofreportséeptl3_residents_gme_contractor.pdf?
sfvrsn=9.

57 0s e A. PGomparsonoftDirectlPatient @aCosts and Quality Outcomes of the Teaching and Non

Teaching Hospitalist Service at a Large Academic Medical C&mteademic Medicine, vol. 93, no. 3 (February

2018), pp. 49497 ad Mi c hael C.Comparng HogpitalisResidentdolHospitst“Midlevel

Practitioner Team Performance on Length of Stay and Direct Patient CaréJoashal of Graduate Medical

Education vol. 7, no. 1 (March 2015),pp. .1 n addi ti on, see MEBEmAHypedink] une 2009 Re
reference notvalid.and June 2010 Report to Congress, 204 IOM GME ReportAll of these reports note the

possibility that, in some cases, residents (particularly those in later years of training) may generate revenue for the

hospital where they are traininQther research has also found that hospitals using residents may have lower costs per

case with similar outcomes when compared to similar cases that did not havetsesadiicipating in their care.

156 For example, the ACA redistributed Medicdomded esidency slots and required hospitals to use some of these
slots to training primary care physicians. 8RS Report R4127&ublic Health, Workforce, Quality, and Related
Provisions in ACA: Summary and Tétime

St ephen Petterson, Matthew Burke, Robert Phillips, et al.
of Primary Care Physicians and Ge necAcadémicMedicingwoh 86sno. Ti mi ng o f
5 (May 2011).

8Fore xampl e, one study found that M&76%afactualfiscaly®aGXH per rtesi d
perr e si dent costs,” see MedPAC, “Does It Cost More to Train
www.medpac.godocumentsiontractofreportsseptl3_residents_gme_contractor.piiffsn=0.
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y. The yc uarlrseon tn odtaectda tchoaltl etchtee d wer e mnot su

re t he dlanc rgoesnse rGME ptrhoeg rdaanisa. col l ect e
f or when these scenarios o&ccur nor
hospital tr%4iofihmyg bestusefBétterbdate
support
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also consider policy options that s
uchussnedegnes hkapasdberddips terxiabmptl ieq n
esidency slots gave preference to hoc
aspaepdl o WSmerxedsdul |y implementing
graphic distribution goals have a nt
target the specialty composition of
icy changes genetalilhemaebwves howhith
dfeescitmi ¢vde 0 mvehse na rtchedet er mi ned by where
actice. In addition, geographic dist
hat hraevsei d amtdsi tmaoyn alldsye ttrhae inre dcur r e n
or critiques have raised concerns tl
f where the current p&Meudiactairoen 1 s 1 c

igsbursed based on hist eruipcpaolr tpcadt t er ns .

l ot s, supported by this Medicare GME

A0 sctoamtfasr. med this finding i1imwya 2017 r

2005 through 2015 and found that t
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159 GAO 2018 GME Information.
160 CRS Report R4127®ublic Health, Workforce, Quality, and Related Provisions in ACA: Summary and Timeline
161 GAO Health Workforce Planning Repppp. 20.

162 GAQ, Locations and Tyes of Graduate Training Were Largely Unchanged, and Federal Efforts May Not Be
Sufficient to Meet Need$7-411, May 25, 2017.

163 For example, the 2014 IOM GME Report.

1641n its 2018 report, GAO specifically noted that because Medicaid is administeretdsyGMS has little program
information GAO 2018 GME Information.
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Appendix A.Addi tional Resources

Bel ow are resources for readers i1interested 1n st
reform Graduate Medical Education (GME). Resour c
that has i1issued the report.

Council on Graduate Medical Education

Federal executive branch advisory council that g
workforce trenkdoer aaldhtt @p o weawd. vhiessoar. ygcoovmimi t t e e s /
b hpr a dcvoigshoardye/x . ht ml

Relevant Reports

Council on Gr aduaToewaMeddsi ctahle EDdeuvceal t chponaegn tc oPfl aan Na
for Graduate Medweat yEdbhcatdi Baport, Rockville, )\
https:// wwiwtdldaflidlegddryicommi gt @ dmeld iecdauld por t s /
April2017.pdf

Council on GraduaThe Mtalie adf EG@ruacduatoen ,Medi cal Ed
Heal th Carne TRamagi §mcond Report, Rockville, MD,
http: / / wwawl.vhirssoar. ygdodvipm iatd¢ve gsBoérpyoZr2tesp/or t . pd f

Council on GradualtmprMevdiinnga 1VaHduuec aitni oGr,aduat e Med
TwetFyirst Reporhtt pAupgl weawlvlidsSogr. yedodvipmiatdtve esso/r y /
c oghep2r2tesp/ort . pdf

Council on GraduatecMagi Pali mBEdyc£Ltaren, TEehaneth
2 0 1h0t,t p: / / wvawd. vhirssoar. ygdodvigmiatdé¢ve gsRoérpyot rwtesn/t i et . hreport .

Council on GraduaBrhavediing | FIEadxuickitliiotny, i n Gr adua
Nineteentht Rempoht 2 p G2/ wwawl. vhirssoar. ygdodvipmiatdtve esso/r y /
cogheponritnse/t eent hrpt . pdf

Council on GraduaRien aMedd weptl &rEMeucciactailo nEducati on i
Heal th Care HEnJvitrecehmmehp tR/e/pvovawd. yhirssoar.ygcoovidimi t t e e s /

b h pr a dcvoi gsRoerpyoffit e 4 nt hreport. pdf

Government Accountability Office ( GAO)

Feder 1

a egislative branch agency that evaluates
health T

1
care and support the wwhgaedoe i an wor kforce.
Rel evant Reports

U.S. Gover nment APhcyosuinctiaabni 1Wotryk f ®dfrfciece HHS Needs
Comprehensively Evaluate Gr,adul&t4e0 ,Me2d( Ic8a,l Educat
https:/ / wawsws.7edtés6/0 § 8.4 f

U.S. Government ARhcyosuinctiaabni 1Wotr yk f ®dfr fciec@& ,Ex pansi on
Hospitals Graduate Medi calGABMUR @I T, 0on Payment Pr c
https: / / wawsws.ccts8/8 8 §.4 f
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U. S. Government Accountability Office, Physic
Training Were Largely Unchanged, and Federal

GAO A1 May 298 Jh7t t ps: / / wansws.ccHtds8/4 8 9.6 f

U.S. Government Atecaolutnht alairlei tWo r ff foirccee,; Compr ehe|
HHS Needed to MeeGA@dti dDrale mMeeddsd:;, / 29Wwd., gao. gov
as s6edds7/41p.df

1 an
Eff

U. S. Government Accountability Office, Health Ca
Programs in FiskHFDI9RearAuZzZahbt dE&AO/2 Bavsss.teghtdsd/. g o v/
656960. pdf

U.S. Government Accountability OfficandGraduate
St udedbG®&AD N 38R, Manhtdp:200WNw. gade Mgrd. 8p/d f

Medicare Payment Advisory Commission (

Federal legislative branch advisory commission t
includingf  Meadnciamng of Pdiry sadllieaemewvwowa tinke,idipg.c . go v.

Rel e Remptor t s

Me dPAIges It Cost More to Tr a”’iSe pResmbeant2d 138r, t o
www. medpac. gov/ doerceupnoernttss//sceopnttlir3a crteosri dent s gme ¢ o

Medicare Payment Advisory CommissiohpcGsadgaoa N
Educational Priorities, Report to the Congress:
June 2010, hChppt lwtwtdp ma/d ww wd me d praeept ogrotvs//
Juln Chdpdf ¥09pamc.dgocvu/mleutn) EAt ireReport. pdf.

Medicare Payment Advusmer 00dmReporeoento Congress:
in the Medicare Rattogr/a/mywwE€hamed praeceptlogrotvs//
J W Chlpdf¥0sn-=

National Academy of Medicine (Previou:

The National Acadgmneser ofg ScawvadcMadi Eine are pri
institutions that aim to provide expert advice ¢
Work c¢can be fundedgbyecegomemtnmdntetsgnddesen For al.l
http:// www.nationalacademies.or g/

Relevant Reports

Board on Health Care Services, Health and Medici
Sciences, Engi n eGaraidruga,t ea nMe dMecdil ¢ iEmeu,c at i on Out co
Poceedi ngs oPfa yaa | WoMakrsthionp,, Mari ana Zindel, and Sh

(Washington, DC: National Academies Press, 2018)

Committee on the Governance and Financing of Gra
Care ServicesciBGomaduaneeMedi Maldi Educ@&ti on That N\
Heal t he Neelsl] 1 Eden, Donald Ber wick, and Gail Wi
Academies Press, 2014) .
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Committee on Implementing a National Graduate Me
Health Care ServicOn ,| mplsememttieng fa Mdaticomal Gr a
Education.(Wau hti ngurmc, DC: National Academies Pr «
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AppendixBGME Progr am

Table B-1. GME Program Information

Information

Program
Controls
Funding Over Total Uses of Number of Cost Per
Program Name Program Description Type Trainees Funding Funding Trainees Trainee
Medicare GME Medicare payments to teaching Mandatory. The number of Estimates range Resident salary, Estimates range Estimates of
Payments SSA hospitals and certain other training Medicare from $10.3 to supervisory from 85,712 to  the average
8§1886h [42 U.S.C. sites to cover the direct teaching supported $12.5 billionin physician 87,980 FTE Medicare
§81395ww(d(5)(B) costs (such as resident salary and residents and  FY201% salaries, and slots (DGME)  payment per
1395ww(h), (K)] fringe benefits, supervisory per-resident space, along and 85,578 FTE range from
(HHS/CMS) physician salaries, and space) anc payment with indirect 88,416 FTE $112,000 to
the indirect teaching costs (such a amountis teaching costs  slots (IME) in 129,000 in
the costs of additional services the capped for each (such as the FY2015. FY201%
residentsmay order, and other hospitalbut costs of
expenses). hospitals additional
determine services that
staffing needs residents may
and types of order and
residents with other
the exception expenses).
of certain
primary care
residents.
Medicaid GME MedicaidGMEpayments may also Mandatory. States are N/A. States are N/A. The N/A. The
Payment be included as part of capitation permitted to permitted to Medicaid Medicaid
(HHS/CMS) rates under managed care. The make these determine a program does  program does
availability of these payments vari payments to pr ovi de notrequire not require
by state. providersusing appropriate states to report  states b report
their own uses of these data. these data.
criteria. Medicaid GME
funding.
Veterans Affairs  Training of medical residents at Discretionary. VA facilities $1.78 billion in  Resident salary, 11,000 FTE $137,792 per
GME Payments facilities operated by the VA. determine their AY20162017. supervisory slots and more resident
staffing needs physician than 43,565

CRS-31



Program

Controls
Funding Over Total Uses of Number of Cost Per
Program Name Program Description Type Trainees Funding Funding Trainees Trainee
[38 U.S.C. §7302]. and the number salaries, and residents spent (estimated in
(VHAIVA) and type of space. part of their AY2015)
residents training at a VA
supported. facility in
AY20162017.
Children’”Payments to fr e Discretionary. Grantfunding $325millionin  Funds to 58 hospitals N/A
Hospital GME hospitals that sponsor medical awarded to FY2019 hospitals to received
Payment residency training programs in applicant support trairee  payments to
Program pediatrics and pediatric medical childr el stipends, faculty support 7,164
PHSA 8§340H12 and surgical subspecialties in orde hospitals that salaries, and FTE slots in
U.S.C. §256¢€] to increase the number of meet the program AY20162017.
(HHS/HRSA) physicians practicing in those progr ami administrative
specialties. eligibility expenses. IME
requirements. costs
associated with
operating a
program
(expenditures
associated with
reduced
hospital
efficiency).
Teaching Health  Payments to qualified teaching Mandatory Funding to $126.5 milion  Funds to 742 FTE slots  N/A
Centers GME health centers (i.e., community (funding applicant in FY2018. support trainee and 771 total
Payment based facilities that sponsor authorized teaching health stipends, faculty residents
Program PHSA  medical residency programs in through centers that salaries, and trained in
8§340H[42 U.S.C.  primary care or psychiatry or FY2019). meet the program AY2016
§256¢€] primary care dentatesidency progr ami administrative ~ AY2017.
(HHS/HRSA) programs) to support residency eligibility expenses. IME
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Program

Controls
Funding Over Total Uses of Number of Cost Per
Program Name Program Description Type Trainees Funding Funding Trainees Trainee
reduced health
center
efficiency).
Department of Training of medical residents at Discretionary. Divisions of the $16.5 million in Resident salary, 3,983 FTE N/A
Defense GME facilities operated by the DOD. armed forces FY2012. supervisory residents in
Payments [10 determine their physician FY2017.
U.S.C. § 8§ 2001 et staffing needs salaries, and
seq.] and the number space.
and type of
residents
supported.

Source: CRS analysis of agerdata, including review of various agency budget justificamoiThe Robert Graham Center program dataurced from CMS Medicare
hospital cost report dataand GAO report,Physician Workforce: HHS Needs Better Information to @usiyaigtEvaluate Graduate Medical Education (BA0HS-

240, 2018)AY=Academic year; Academic year 2€A®&17 began on July 1, 2017 and concluded on June 30, 2017; CMS= Centers for Medicare & Medicaid Services;
DGME-=direct graduate medical educati@®D=Department of Defense; FTE=full time equivalent; FY=fiscal year; HHS=Department of Health and Human Services;
HRSA=Health Resources and Services AdministratM&=Indirect Medical Educatiod/A=not availablePHSA=Public Health Service Act; U.S.C.=U.S. Code;
VA=Department of Veterans AffairandVHA=Veterans Health Administration.

a. This range is based on three estimates of FY2015id4eel GME payments. One estimate is calculated and published by GAO-{G4&dD, 2018,
https://www.gao.goekssets700690581.pdf A second estimate is based alCRS calculationsingGME payment data published by the Robert Graham Center, a
policy research center that prvides analysis for physicians and the American Academy of Family Physicians. A third estimate is calculated by CRS using CMS
published hospital cost report data.

b. Trainee numbers are not unduplicated (i.e., DGME and IME payments support the same resithentsjal number of FTEs supported differs because DGME and
IME count residents differently. For example, DGME payments, but not IME payments, take into account whether or not aisésidarinitial residency program
or a fellowship program when cating residents.

c. Data provided by Department of Veterans Affairs, Veterans Health Administration, Office of Academic Affiliations, personahmation with CRS on August 4,
2018.

Under P.L. 118245
UnderP.L. 115123
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